INTRODUCTION
Although the literature relating to the prognosis of male potency disorders and the factors that influence this is vast, there is a dearth of factual data on the subject. has challenged this consensus; he suggests that; with or without treatment, the prognosis in disordered potency is much worse than has hitherto been believed.
THE PRESENT STUDY
The prospective investigation reported here had three main aims: ( pathies, etc.).
(2) To examine statistically selectedclinical and psychological data (including the majority of factors which recur in the literature as being of prognostic importance) to identify factors asso ciated with the response to treatment, and thereby (@) Tosuggest a prognostic scalepredictive of success or failure of treatment in male potency disorders.
METHODS AND MATERIAL
Pre-treatment data were collected in two interviews with a fortnight between them. These interviews, two hours respectively. The full methodology has been described elsewhere (Cooper, 1967) ; only a brief account of the salient points will be given here.
The Initial Interview had two main purposes: impotenceâ€"inability to maintain an erection suffi cient to conclude coitus to orgasm and ejaculation (Hastings, 1963) cent.) of the female partners (mean age = 28 â€¢¿ 2 years) attended both pre-treatment interviews.
TREATMENT
In assessing the short-term prognosis of male potency disorders, the type and intensity of the prescribed treatment is clearly important. The present treatment, essentially practical and superficial, and directed in the main at the actual symptom of disordered potency rather than any and (d) psychotherapy; it was designed according to the psychopathology in the individual case and has been fully described elsewhere (Cooper, 1968a (Cooper, , 1969 , and will not be elaborated here. The author believed that such treatment might be an effective alter native to some of the other more analytical therapies in current use; one of the purposes of the present investigation was to test this hypo thesis. Group 2â€"improved. In this group the male had become able to initiate, sustain and conclude coitus to his own satisfaction more often than before treatment, although his dis order was still present on some occasions.
Group 3â€"unchanged. Group 4â€"worse.
SELECTIONOF DATA FOR ANALYSIS
The main purpose of the present study was to undertake a statistical analysis to identif@r factors which were seen to be associated with the out come of treatment and thereby to suggest a prognostic scale predictive ofsuccess or failure in such cases. Thirty-four variables (clinical, psychological, social, etc.) which were felt, on pragmatic grounds, to be most likely to influence the treatment response were abstracted from the mass of data.
(The items selected for analysis included the majority of those which recur in the literature as being of prognostic signifi cance in disordered potency.) At the end of the treatment period the response was assessed and the completed data were then analysed. For statistical purposes the recovered and improved groups (I and 2) and the unchanged and the worse groups (3 and 4) were combined. A chi-square test corrected for continuity, the Fisher test and the t-test were used to compute the significance of the associations between the outcome of therapy and the selected variables (Table IV) .
RESULTS AND DISCUSSION
Forty-nine patients (73 per cent. of those referred) satisfied the â€oe¿ treatedâ€• criterion and attended for a minimwn of 20 fortnightly sessions; 8 attended for up to seven sessions before withdrawing; the other io subjects attended for only two to three sessions. Generally this latter group rationalized their problem as being physical; they had in most cases refused or been unable to confide in their spouse, or to enlist her aid in treatment. The majority would not allow the therapist to contact the spouse, even though the latter might have been willing. The results sununarized in Tables III and IV are derivedfrom the 49 â€oe¿ treatedâ€• patients and 43 female spouses, who co-operated to a greater or lesser degree in therapy. Table III shows the distribution of the patients according to the outcome of treatment. and (c) their relationship to the outcome of treatment and where applicable the levels of significance.
The present study sets out to provide basic objective data relating to short-term prognosis of male potency disorders ; which may be subject to replication ; space precludes other than a brief discussion of the more important significant findings, and some of the more form or other could usually be indicted as a specific cause ; in these cases therapy which was directed to this inhibitory emotion was highly successful in ameliorating the disorder.
Age is seen to be related inversely to the out come of therapy (Table IV) . Although this finding seems obvious, nonetheless there has been considerable provocative discussion in the clinical literature, extending over many years. For example, increasing age was held by Gutheil (â€˜959) and Tuthill (1955) to worsen significantly the prognosis in disordered potency. On the other hand, many authors, including Amuiree (â€˜954) ; Spence (i@@) ; Rees (â€˜935) ; and no less an authority than Stekel (1927) believed that age might be comparatively unimportant. On this subject, Kinsey's (1948) than younger. There was a significant relation ship between the duration of the disorder and the outcome of therapy, disorders of longer duration than two years having a poor outcome. This finding is in agreement with that of Johnson (I965b) who found that recovery from a potency disorder was unlikely after three to four years. In accounting for this it seems feasible that abstention from coitus will itself tend to perpetuate and perhaps consolidate the condition.
Initially anxiety, humiliation and fear of failure are the most important (psychological) inhibitory factors ; however, in a comparatively short period of time (two to five years in the present study) , these may become complicated by a significant decline in strength of the sexual drive (Kinsey et al., 1948 Clark (â€˜954), Allen (1962) and the statistical assertions of Slater (ig@@, 1945) and Johnson (1965a, b) that there is an association between disordered potency and personality disorder. The finding that subjects with a personality disorder did significantly worse in therapy is consistent with that of Johnson (I965b). Clinically these patients often attended erratically and found it â€oe¿ difficultâ€• or â€oe¿ impos sibleâ€• to put the treatment proposals into practice, they frequently rationalized their dis order as being physical and thereby outside their control; sometimes either overtly or by implication they blamed their sexual partner for their disability, and often, it seemed, tried to humiliate or punish her. (Kinsey a al., 1948) , be no longer able to respond to erotic stimulation even if they wanted to ; this would limit the efficacy of any treatment unless the personality disorder could be modified within a patient's active sexual life.
Perhaps it is appropriate to mention briefly some of the negative, but interesting and perhaps surprising findings. For example, the author had expected on a priori grounds to find that individuals with a strong sex drive would do better than those with a low drive. That this was not so might be explained by reference to anthropological and animal investi gations, since specific psychiatric studies are lacking. Ford and Beach (1952) , working with sub human primates, suggested that learning based on personal experience was of crucial impor tance in acquiring sexual proficiency; Mead (â€˜939), Benedict (â€˜934),and Ford and Beach (1952) have shown that in primitive human cultures early heterosexual experiences, often involving comprehensive practical tutelage by a sexually experienced male and/or female adult, was conducive to adult sexual com petency. Impotence in such societies is stated to be absent or extremely rare.
It seems, therefore, that the strength of the sex drive is a reflection of a subject's sexual potential which may or may not be realized, depending upon the sort of social factors mentioned above.
Another finding worthy of comment was that of the level of coital anxiety, which was not related statistically to the outcome of treatment.
This was again surprising to the present author, who on pragmatic grounds expected to confirm Rachman's (1961) assertion that highly anxious impotents did worse in treatment (behaviour therapy) than mildly anxious, or non-anxious subjects.
On clinical scrutiny, the temporal relation ship of anxiety to the onset of the potency disorder seemed to have a greater influence on the outcome of therapy than anxiety levels; taking this dimension rather than the quantita tive anxiety rating, the patients fell into two main categories. Group A consisted of indivi duals who had only become aware of coital anxiety after sexual failure. It seemed likely in these patients that anxiety resultedfrom, rather than caused, the impotency, which on closer examination seemed in most cases to be the result of a progressive decline in erotic capacity, with a resultant failure to respond to a type and intensity of sexual stimulation which formerly had been effective. Group B was made up of younger, usually sexually desirous patients, the majority of whom had developed anxiety either (in those patients previously inexperi enced or chaste) before and in anticipation of a first intercourse, or (in subjects previously sexually experienced and competent) at the time of, or shortly after, the first failure.
The disorder of potency had come on acutely in these males, and seemed causally related to the anxiety engendered at the time. The clinical impression was that Group B patients, who were generally enthusiastic in treatment, did much better than subjects of Group A, who frequently stated that they had little desire to be cured.
A comment is justified on the generally low incidence of neurosis, either as measured with a psychological test (NSQ) (Table IV) or as judged clinically. Despite the many assertions to the contrary, Rees (ig@), Allen (2) The responseto therapywas com.' paratively poor ; 39 per cent. of the series were recovered or improved, whilst 6 i per cent. were unchanged or worse.
(3) A statistical analysis to determine factors which might influence the response to therapy was carried out.
The factors associated significantly (p@<o .05) with a poor outcome were : premature ejacula tion ; insidious onset impotence ; a disorder of long duration ; personality disorder in the male; absence of motivation for therapy; a sex drive other than heterosexual; absence of desire in the coital situation; unwillingness or inability of the female to co-operate in treatment; personality disorder in the female. A better outcome (p<o .05) was associated with: acute onset impotence; a disorder of short duration; a heterosexual sex drive; presence of desire in the coital situation; absence of person ality disorder in the male; marital happiness in the male; a male rating of loving his spouse; motivation for treatment; marital happiness in the female; willingness and ability of the female to co-operate fully in treatment; absence of personality disorder in the female. 
